Introduction
Incisional hernia is among the most common complications of abdominal surgery. The incidence of incisional hernia is 10-15% and recurrence rate is 20-45% [1, 2] . There is increasing popularity of ventral hernia repair with mesh products. However, occasional complications may still occur. Mesh migration though uncommon but was reported in patients with surgical history of either open or laparoscopic herniorrhaphy with mesh [3] [4] [5] [6] [7] [8] . Here we describe a case of abdominal wall necrotizing fasciitis 21 months after laparoscopic incisional hernia repair in lower midline with dual mesh, due to mesh migration and erosion into urinary bladder, resulting in fistulation between bladder and abdominal wall. This is the first reported case of incisional hernia complication presented as necrotizing fasciitis. This work has been reported in line with the SCARE criteria [9] .
Case report
Miss T is a 62-year-old lady with history of total abdominal hysterectomy and bilateral salpingo-oophorectomy for uterine fibroid, endometrial polyp and ovarian cyst years ago, and the resulting lower midline wound was complicated with incisional hernia. She has no drug allergy nor psychosocial history. Laparoscopic dual mesh repair (20 × 20 cm) of the 5 cm fascial defect at inferior aspect of wound was performed on 14 May 2015. We applied the circular Ventralight ST Mesh with an uncoated lightweight monofilament polypropylene mesh on the anterior side with an absorbable hydrogel barrier based on Sepra ® Technology on the posterior side. 21 months later she was admitted for severe abdominal pain with abdominal wall tenderness and erythema. Urgent contrast Computed Tomography of abdomen and pelvis showed urinary bladder was perforated at its anterior wall, connecting to a 8 × 3 × 4 cm collection with partial rim enhancement in the subcutaneous region of lower abdomen. Small calcification noted in the anterior bladder wall and in the collection suspicious of foreign body. Surgical emphysema was noted in lower abdomen ( Emergency debridement of unhealthy skin and subcutaneous tissue was done by general surgery specialist. Intra-operation cystoscopy performed and the mesh was found to have eroded into the urinary bladder with formation of vesico-cutaneous fistula, therefore urethral catheter was inserted for drainage. Patient developed septic shock requiring intensive care, inotropic support and mechanical ventilation. Her sepsis subsequently improved after the initial debridement and antibiotics (Fig. 2) Repeated debridement was performed. Removal of mesh and repair of 2 × 2 cm urinary bladder defect was done one week later (Fig. 3) . Abdominoplasty was performed after condition stabilized at 4 weeks after the first operation (Fig. 4) .
Her condition was satisfactory after abdominoplasty and was transferred to general ward, with cystogram confirmed no leakage from urinary bladder. She could tolerate the treatment all along and was then transferred to rehabilitation bed for further training. The wound was also healing well on latest follow-up and she was happy with her condition.
Discussion
Advanced age, obesity, intra-abdominal ascites, pregnancy, malnutrition, chronic pulmonary disease and corticosteroid are leading risk factors for the development of incisional hernia [10, 11] . Ventral hernias are the second most common type of hernia, second only to inguinal hernias. By the advent of laparoscopic ventral hernia repair in 1993, not only the recurrence rate dropped from 30% to 4-16%, but also the complications were minimized due to minimal tissue dissection. Mesh repair is particularly important for incisional hernia with a diameter greater than 4 cm as the risk of recurrence is higher as the width increases [12] .
Dual (Composite) meshes are manufactured with different materials on each surface. The more inert mesh material is intended to prevent adhesions with the underlying viscera. Migration of mesh has long been recognized as a potential complication though there are only few reported cases of migration of dual mesh after inguinal or incisional hernia repair. This case is the first in Hong Kong and presentation as necrotizing fasciitis is the first around the world. Avill and Agrawal proposed 2 possible mechanisms for mesh migration: primary mechanical migration and secondary migration as a result of erosion of the surrounding tissue. The former are mere displacements of the mesh along paths of least resistance brought about by either inadequate fixation or by external displacing forces. Secondary migrations are slow and gradual movement of mesh through transanatomic planes. These are secondary to foreign-body reaction-induced erosion [13] . In this case the migrated mesh transversed different anatomic planes and created a vesico-cutaneous fistula, which implies secondary migration more likely.
The method of fixation may affect migration rates by altering the tensile strength and degree of movement of the mesh. However, the nature of the biomaterial is also important as it affects the extent and degree of interaction with the surrounding tissue. Biological agents are being used with increasing frequency in abdominal wall hernias, where they have been shown to reduce foreign body reaction and potential complications secondary to infections [14] . The size, shape and positioning of the mesh may also be significant.
In this case surgical debridement with removal of mesh and repair of urinary bladder is inevitable due to the extensive involvement of cutaneous tissue. Abdominoplasty is performed when tissue healing is satisfactory after repeated debridement.
Conclusion
Mesh migration and erosion is a rare complication of incisional hernia repair. There is no clear cause of this complication. Although dual mesh theoretically reduces the risk of mesh erosion, mesh erosion to viscera can still happen and cause severe complication. Its risk should be balanced and discussed with patient with full consent.
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